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Rationale: Therapeutic communities (TC) for alcohol and other drug treatment rely strongly on 
social factors as agents of recovery; an approach known as ‘community-as-method’. This study 
adopted a social identity approach in examining the relative strength of participants’ recovery 
group identity and substance using group identity at admission (T1) and after six months (T2) in 
a TC. Objectives were to investigate whether identity differentiation - the extent to which 
respondents see themselves more as belonging to recovery groups than belonging to substance 
using groups - (a) is related to individuals’ primary substance of concern (i.e., amphetamine type 
stimulants; alcohol; other drugs), and (b) predicts positive indicators of recovery six months after 
entering a therapeutic community. Methods: 307 adults entering one of five Australian 
therapeutic communities (TC) completed measures of identification (user, recovery), 
commitment to sobriety, psychological distress, and personal wellbeing. Results: Participants’ 
endorsement of the user and recovery identity at T1 and T2 did not differ as a function of 
primary substance of concern. User identity diminished over the six months while recovery 
identity remained high, regardless of primary drug category. Identity differentiation measured at 
T2 accounted for 20-25% variance in commitment to sobriety and wellbeing, after accounting for 
participant demographics, addiction severity, and T1 identity variables. Conclusion: These 
findings highlight the importance of the relative strength of recovery over substance use related 









Substantial research confirms a strong relationship between social connectedness and 
health (Haslam, Jetten, Cruwys, Dingle, & Haslam, 2018; Holt-Lunstad, Smith & Layton, 2010). 
Berkman and colleagues’ (2000) conceptual model of the relationships between social networks 
and health described four overarching factors: social-structural conditions (such as culture, 
politics and socioeconomic conditions); social network factors (e.g., size, density and complexity 
of social networks, and frequency and duration of contact); psychosocial mechanisms (e.g., 
social influence and types of social support); and pathways to health outcomes. A special issue 
on social networks and health in this journal examined the empirical evidence in support of 
Berkman et al.’s model and highlighted the variety of methods used to examine social networks 
(see Tsai & Papachristos, 2015). Among papers in this issue, some researchers considered the 
shape, size, and complexity of social networks in relation to health outcomes, while others 
measured the effect of changes over time in specific social ties, or goal directed interaction 
within networks — such as talking to others about mental health issues (Perry & Pescosolido, 
2015). 
Social relationships are also a key factor in addictive behaviors. Rees and Wallace (2014) 
found that adolescents whose social networks comprised friends who drank were also more 
likely to drink themselves. Moreover, they found that this normative social influence may be 
moderated by the presence of one or more non-drinking friends. Fujimoto and Valente (2015) 
adopted a multiplexity analysis (i.e., the extent to which friendship nominations and popularity 
rankings were congruous) to understand drinking behaviour among high school students. They 
found that participants’ exposure to drinking through multiplex-congruous peers (i.e., close 
friends who were popular) also influenced their own drinking. This link between social ties and 
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substance misuse, has led some researchers to assess the important people (i.e. individual 
relationships) in a person’s social network who are supportive of abstinence versus substance use 
as predictors of treatment outcomes (e.g., Longabaugh, Wirtz, Zywiak, & O’Malley, 2010). 
Further, Litt, Kadden, Tennen, & Kabela-Cormier (2016) developed an intervention called 
Network Support in which therapists problem-solve with patients to enable them to make new 
non-drinking friends to increase their sober social networks. In a trial comparing network support 
with case management, Litt and colleagues (2016) found support for this approach: the 
proportion of non-drinkers in the social network and attendance at Alcoholics Anonymous were 
related to abstinence following treatment. Again, this supports the notion that peer influence and 
norms affect addictive behaviour.  
Somewhat contrasting with a social network analysis approach but similarly concerned 
with how social groups and communities influence health behaviours, the current study adopts a 
theory from the social psychology of intergroup relations – the social identity approach. The aim 
of the current study is to apply a social identity approach to understanding the recovery process 
over a six-month period among adults entering a therapeutic community for alcohol and other 
drug treatment. 
2. Social identity approach to addiction recovery 
Social groups influence treatment and recovery outcomes among those seeking treatment 
for a substance use disorder (e.g. Stout, Kelly, Magill & Pagano, 2011) through the primary 
mechanism of group identification – the subjective sense of belonging to the group. Here we 
adopt the UK Drug Policy Commission definition of recovery: “voluntarily sustained control 
over substance use, which maximizes health and wellbeing and participation in the rights, roles 
and responsibilities of society” (UK Drug Policy Commission 2008). Notably, those who 
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identify strongly with groups that promote abstinence or recovery have better outcomes (e.g., 
Buckingham & Best, 2017; Buckingham, Frings, & Albery, 2013). Such identification increases 
a person’s motivation to embrace group norms that support recovery (e.g., to abstain from use of 
addictive substances), increasing the likelihood that they will behave in a manner that accords 
with those norms (e.g., seeking support when at risk of relapse).  As a corollary of this, though, if 
people do not identify with those who are trying to facilitate recovery, they are unlikely to follow 
their advice (e.g., Haslam et al., 2018). The social identity approach helps to explain these 
diverse group influences on substance use behaviour and treatment outcomes. 
The social identity framework draws on two theories of intergroup relations: social 
identity theory and self-categorization theory (Tajfel and Turner, 1979; Turner et al., 1987). 
Fundamental to these theories is the idea that social groups are as integral to a person’s sense of 
self, or identity, as those characteristics that are unique to an individual. However, not all groups 
are integrated into the self in this way. Only those groups that a person strongly identifies with 
appear to influence their behaviour, beliefs and attitudes in ways that are in line with the group’s 
norms, beliefs and attitudes. Important to this reasoning is the idea that group membership is 
typically understood in a comparative context. When a person categorizes themselves as 
belonging to a group (i.e., their ingroup), the value or worth of this ingroup to their 'self' is 
typically understood, relative to other comparison groups (i.e., outgroups). For example, if 
individuals identify with ‘drinking’, ‘substance using’, or ‘smoking’ groups, they are likely to 
conform to the norms and attitudes of the members of these ingroups, and to emphasise ways in 
which they are different from members of an outgroup (i.e., ‘non-drinkers’, ‘non-users’, ‘non-
smokers’). It is only by understanding when, why and how social groups have such influence 
that we start to see their capacity to affect recovery outcomes. If, for example, one joins a 
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treatment community and develops a stronger sense of connectedness with others in that 
community, relative to those outside that community, this strengthens one’s openness to adopt a 
set of norms and attitudes that are more consistent with recovery goals and the development of a 
recovery identity.  
This process is detailed in the Social Identity Model of Recovery (SIMOR; Best, 
Beckwith, et al., 2016). According to SIMOR, recovery from addiction is a socially negotiated 
process in which the balance of a person’s group memberships can support or hinder a person’s 
recovery journey over time. Early in treatment, the balance favours groups that support substance 
use; in turn, promoting adoption of a “using identity”. However, if a person gains (or re-gains) 
groups supportive of recovery over time (both during and after treatment), the influence of non-
using and recovery supportive groups outweighs that of the substance using groups. Using this 
reasoning, SIMOR argues that the balance of social group composition together with people’s 
strength of connectedness to those groups is likely to influence the extent to which they identify 
as a ‘user’ or ‘in recovery’. Support for the SIMOR model was found in the recent Australian 
Pathways to Recovery project (Bathish et al., 2017), in which 573 individuals in the community 
who identified themselves as being in recovery were asked to recall their experiences “at the 
peak of active addiction” (T1) as well as their current experiences “in recovery” (T2). 
Participants had used substances for an average of 18 years, had been abstinent on average for 
8.5 years and importantly, 83.5% of the sample were attending a 12-step group at the time of the 
survey. Participants typically reported that, at T1, most of their social network comprised other 
substance users, and they had limited involvement with other people in recovery. At T2, 
participants reported a reduction in the proportion of their social network comprised of substance 
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users along with an increase in the proportion of their social network that was comprised of other 
people in recovery (Bathish et al., 2017). 
3. Evidence that social identity differentiation matters 
Previous research has focused on the influence that a substance using identity (e.g. 
smoking group identity in Meijer et al., 2018), or recovery identity (e.g., Mawson et al., 2015) 
have on recovery trajectories. In this study, we examine identity differentiation – defined as the 
extent to which respondents endorse a recovery identity more strongly than a user identity when 
the two are measured simultaneously – in relation to six-month outcomes. Buckingham and 
colleagues (2013) found that among attendees of AA and Narcotics Anonymous (NA) groups in 
the UK (n = 61), a greater preference for a recovery identity, over a user identity, was associated 
with higher levels of self-efficacy, and this predicted both the number of months that a 
participant was drug-free as well as reduction in their substance use behaviour (Buckingham, 
Frings, & Albery, 2013). Similarly, in a second study involving 81 ex-smokers accessed via an 
online site, Buckingham and colleagues (2013), found recovery identity preference was related to 
higher self-efficacy, and this in turn was related to lower relapse (i.e., less likelihood that a 
person would start smoking again).  
The importance of differentiation between user and recovery identities was further 
illustrated in a study of 132 adults entering a residential therapeutic community for alcohol and 
other-drug treatment (Dingle, Stark, Cruwys, & Best, 2015). At the beginning of treatment, 
participants identified moderately with their substance-using social groups (M = 4.61 out of 7). 
However, over successive fortnightly intervals, participants reported seeing themselves less as 
members of substance using groups and more as members of the recovery community. It might 
appear obvious that people who live in a therapeutic community for longer will feel a stronger 
8 
 
sense of belonging and identification with the community, but this isn’t necessarily the case. It is 
possible to live somewhere and yet continue to feel like an outsider. For instance, clients who 
were mandated to enter treatment by the drug courts may never identify with the recovery 
community and may instead continue to view themselves as substance users despite residing at 
the therapeutic community for the mandated time period. Follow-up assessments were conducted 
with a representative subsample of 60 participants around seven months after they had left the 
TC. Here the extent of identity differentiation - indexed by the difference between user identity 
and recovery identity ratings at the follow up point, taking initial identity ratings into account - 
accounted for 34% of the variance in drinking quantity, 41% of the variance in drinking 
frequency, 5% of the variance in other-drug use frequency, and 49% of the variance in life 
satisfaction. Importantly, these analyses controlled for severity of substance use at admission to 
the TC (Dingle et al., 2015).  
4. Primary drug of concern 
A relevant question that remains unanswered in the literature reviewed here is whether 
the individuals’ primary drug of concern plays a role in influencing this socially mediated 
process of identity differentiation during treatment. The way a person uses a substance and the 
social and legal context of the substance use may influence the extent to which a related user 
identity is experienced as more resistant to change, and/or the recovery identity more challenging 
to adopt.  For example, drinking alcohol is legal and widely accepted in most communities, and 
it is possible for people who drink alcohol to carry out other tasks and roles each day. In contrast, 
other-drug use tends to be illicit and less widely accepted, particularly in public spaces. People 
who use illicit substances tend to experience a narrowing of behaviours around obtaining, using 
and recovering from use of these substances that makes other roles difficult to manage. There 
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could therefore be a relationship between participants’ primary drug of concern and the extent of 
identity differentiation that occurs during treatment. This intriguing possibility has not been 
directly tested. This question may be particularly pertinent in the context that the composition of 
adults entering TC treatment in Australia has shifted in the past decade from pre-dominantly 
alcohol (37%) and opiate (24%) users (Darke, Campbell, & Popple, 2012) to the current 
composition of amphetamine type stimulants (38%), followed by alcohol (33%) and then opiates 
(17%) (Best, Haslam, et al., 2016). Whether, and how, primary substance may be related to 
endorsement of, and differentiation between, user and recovery identity during treatment is of 
interest here.  
5. The current study 
To recap, evidence from previous studies shows that individuals who identify more 
strongly with their recovery groups relative to their substance-using groups during addiction 
treatment show better outcomes (Buckingham et al., 2013; Dingle et al., 2015). However, these 
studies were conducted in single treatment settings and with relatively modest sample sizes. 
Further research is required therefore to establish whether user – recovery identity differentiation 
occurs across substance users and treatment services. This study aimed to investigate whether 
social identity differentiation varies according to the individuals’ primary drug of concern and 
whether the extent of identity differentiation relates to positive indicators of recovery six months 
after entering a therapeutic community. Six months was selected for the second assessment 
because – although the program duration varied across the TCs included in the project – six 
months was the most commonly agreed duration for completion of the program. 
We examine these questions in a large sample of adults entering residential TC treatment 
in five locations in Australia, (Best, Haslam, et al., 2016). At six months, 40.3% of the 
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participants were still in the TC (and by definition, abstinent) while 59.7% had left, making 
substance use behaviour an unreliable outcome. For this reason, we focused on interim indicators 
of positive recovery relevant to all participants at six months, namely: commitment to sobriety, 
psychological distress, and wellbeing. Commitment to sobriety, defined as the extent to which 
respondents accord motivation towards recovery their highest priority, has been found to be a 
predictor of percentage days abstinent from alcohol and other drugs at 3, 6, and 12 months 
follow up (Kelly & Greene, 2014). We predict that the extent of social identity differentiation (at 
time 2) will account for substantial variance in commitment to sobriety, psychological distress, 
and wellbeing (at time 2) after time 1 variables are accounted for (Hypothesis 1, H1). 
Additionally, to examine the possible influence of primary drug of concern, we grouped this 
variable into three categories - alcohol, amphetamine type stimulants (ATS), and other drugs - to 
determine if there was a relationship between primary substance used  and recovery identities. 
This was an exploratory hypothesis, that there would be a relationship between primary 




The sample comprised 307 participants (68.3% male; Mage = 34.75; see Table 1). The most 
commonly reported primary substance was amphetamine type stimulants (38.11%), followed by 
alcohol (32.9%), then other substances (28.99%). The majority, 81 per cent, had been 
unemployed in the month before entering the TC; 31.6 per cent had dependent children. In terms 
of living arrangements, 44.9 per cent had lived with family before entering the TC, 14.9 per cent 
with friends, 22.0 per cent alone, 8.4 per cent with a partner and 2.0 per cent with recovering 
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peers. Participants reported a mean level of social support of 4.07 (±1.57) out of a possible 
seven, indicating that participants felt they had access to reasonable social support in the period 
prior to admission. In terms of recovery group participation, just under half (46.8 per cent) had 
attended any “support groups” in the six months prior to starting treatment, of which 96.3 per 
cent had attended an alcohol or other drug recovery support group in the period (AA, NA, 
SMART, etc.). These and other details of the sample and the five TC services are presented in 
Best, Haslam, et al., (2016). 
6.2 Measures 
6.2.1 Demographic and substance use variables. Participants were asked to respond to 
questions about their age, gender, dependent children, highest level of education completed, 
country of birth, and employment status. Primary drug of concern was coded according to the 
system used in the Australian Treatment Outcome Profile (ATOP; Ryan et al., 2014). Indicators 
of substance use severity at admission were: days use of primary drug of concern over the 30 
days prior to admission and number of previous therapeutic community alcohol and other drug 
use treatment admissions.   
6.2.2 Recovery identity was a four item group identification measure from Doosje, 
Ellemers, and Spears (1995), adapted from the items Buckingham et al. (2013) used in relation to 
AA group members; i.e., ‘I would describe myself as in recovery’, ‘I identify with other people 
in recovery’, ‘Even if I find myself using/drinking, I still think of myself as being in recovery’, 
‘Being in recovery is a central part of who I am’. In this way, the measure assessed generic 
recovery identification rather than identification with any particular group (such as the 
therapeutic community or an AA/NA group) – which could continue to be used even if the 
participant dropped out of the therapeutic community during the study. Internal consistency of 
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this measure was modest, Cronbach’s α = 0.60 at T1 and α = 0.74 at T2, and the items were 
summed and then divided by 4 to give a mean score at each time point.  
6.2.3 User identity was measured using four items also from Buckingham et al. (2013; 
e.g., ‘Being a user / drinker is a central part of who I am’, ‘I identify with other users/ drinkers’).  
Internal consistency of this measure was good, Cronbach’s α = 0.80 at T1 and α = 0.87 at T2, 
and the items were averaged to yield a single variable at each time point. Participants were asked 
to use the same 7-point Likert type scale (1 = Do not agree to 7 = Agree completely) to rate their 
agreement with items from each identity measure.  
6.2.4 Social identity differentiation was calculated by subtracting the user identity score 
(T2) from the recovery identity score (T2) for each participant. A higher score indicated a 
stronger recovery identity than a user identity. This is the same as Buckingham and colleagues’ 
(2013) identity preference measure. 
6.2.5 Commitment to Sobriety Scale (Kelly & Greene, 2014) is a 5-item measure of 
participants’ commitment to abstinence from substance use. An example item is ‘I am totally 
committed to staying off alcohol/drugs’. Respondents are asked to rate their agreement with each 
statement on a 6-point scale from 1 = Strongly disagree to 6 = Strongly agree. Item scores are 
summed to produce a total score in the range of 5 to 30. Cronbach’s alpha for the scale was good 
(α = .90 at both T1 and T2). 
6.2.6 Kessler-10 (Kessler et al., 2002). This measure of psychological distress consists of 
10 items, such as ‘During the past 30 days, how often did you feel nervous?’, which respondents 
are asked to rate on a 5-point scale from 1 = None of the time to 5 = All of the time. Item ratings 
are summed to give a total score in the range of 10 to 50, with scores over 20 being indicative of 
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psychological disorder.  In this study, Cronbach’s alpha for the scale was strong (α = .91 at T1 
and .93 at T2). 
6.2.7 Personal Wellbeing scale. Personal wellbeing was measured using a single item 
from the Australian Treatment Outcomes Profile (Ryan et al., 2014): ‘Thinking about your own 
life and circumstances, the past four weeks, how satisfied are you with your life as a whole?’ on 
the scale from 0 = Completely Dissatisfied to 10 = Completely Satisfied.    
6.3 Procedure 
After consenting to participate in the study, participants completed the above measures as 
part of a larger interview battery, which lasted 60 to 90 minutes. All baseline (T1) interviews 
were conducted in person, while follow-up interviews (T2) were completed either by telephone 
or in person depending on the participant’s availability. On completion, participants were 
debriefed and reimbursed with an AU$30 store voucher at T1 and $45 at T2 for their time. 
Ethical approval for the study was provided by the Monash University Human Research Ethics 
Committee, the University of QLD Human Research Ethics Committee, and the (Victorian) 
Eastern Health Human Research Ethics Committee. Further details of the study protocol are 
described in Best, Haslam, et al., (2016). 
6.4 Analysis strategy 
 Robust regression analyses were used to examine the effect of substance user identity and 
recovery identity at baseline, and identity differentiation at six months, on the three outcome 
variables at follow-up: commitment to sobriety, personal wellbeing, and psychological distress. 
Robust hierarchical regression analyses were conducted because the distributions of the 
dependent variables were strongly skewed. Three models were run for each outcome. In the first 
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model, the outcome variable was regressed on demographic variables and other substance and 
treatment specific variables; in the second model, user and recovery identity at baseline were 
added as explanatory variables; in the third model, the recovery-user identity difference at T2 
was added. All continuous variables were standardized prior to being entered into the models. 
Among the 307 participants, 136 (44% of the original sample; 33% due to attrition) either had 
missing data in at least one of the analysis variables. Multiple imputation (Rubin, 2009) based on 
all analysis variables using the iterated chained equation approach was used to fill in missing 
values, and the analyses were based on ten twenty imputed datasets. A simulation study has 
demonstrated that the estimation performance using 20 imputations in a scenario similar to ours 
was good (Graham et al., 2007). A series of supplementary analyses were performed to evaluate 
the robustness of the results. First, we repeated the analyses with only complete cases to evaluate 
the impact of missing data on the results. Second, we repeated the analyses with log-transformed 
variables using traditional multiple regression. All analyses and imputation were performed 
using STATA 14 (StataCorp, 2016). 
7. Results 
Table 1 shows descriptive statistics for all variables in the study. The average length of 
stay in the TC was 126 days (SD = 91). At the T2 assessment, 40.3% of the participants were 
still in the TC while the majority (59.7%) had left. At T1, the sample mean for user identity was 
5.32 and the mean for recovery identity was 5.39 (out of 7). Six months later (T2), the mean user 
identity had decreased to 3.92 while the mean recovery identity remained high at 5.41 (see Table 
1). Table 2 shows substance user identification and recovery identification for the sample broken 
down by primary drug of concern. Contrary to H2, there was no difference between participants 
whose primary drug of concern was alcohol, amphetamine type stimulants, or other drugs, in 
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user or recovery identification at either T1 or T2. By extension, social identity differentiation at 
T2 did not differ across the primary drug of concern categories, refuting hypothesis 2. 
Subsequent analyses were therefore conducted on data from the full sample.  
<INSERT TABLES 1 AND 2 ABOUT HERE> 
Table 3 shows the bivariate correlations between variables. Participant sex and age were 
not related to any identity or outcome variables. User identity (T1) was correlated with days use 
of primary drug of concern over the 30 days prior to admission (r = 0.2, p < .001) and lower 
commitment to sobriety at T2 (r = -0.20, p <.001). Recovery identity (T1) was correlated with 
commitment to sobriety at T2 (r = 0.26, p <.001), and personal wellbeing at T2 (r = 0.2, p < .01). 
The difference between user and recovery identity at T2 was significantly correlated with 
commitment to sobriety (r = 0.59), personal wellbeing (r = 0.51) and inversely related to K10 
psychological distress (r = -0.50), all p < .001.  
<INSERT TABLE 3 ABOUT HERE> 
Table 4 shows the percentage of variance explained in each outcome variable in our 
robust regression models. At step 1, none of the demographic and treatment specific variables 
were significantly associated with any outcome variables (p > .05). In step 2, user and recovery 
identity measured at admission were added into the models. User identity was associated with 
lower commitment to sobriety,  = -0.19, p = .008 and not associated with personal wellbeing, 
 = -0.08, p = .258, or psychological distress,  = 0.10, p = .139. Recovery identity was 
associated with higher commitment to sobriety,  = 0.26, p < .001, and personal wellbeing,  = 
0.21, p = .004, but not with psychological distress,  = -0.10, p = .181. The step 3 figures 







which 25% variance was explained by the identity differentiation term added in step 3 (i.e. 36% 
in step 3 minus 11% accounted for in step 2 by the variables already in the model). Similarly, 
20% of the variance in personal wellbeing was explained by the identity differentiation term 
(27% minus 7%), and 23% of variance in K10 distress scores was explained by the identity 
differentiation term (28% minus 5%; see Table 4). 
<INSERT TABLE 4 ABOUT HERE> 
Table 5 shows the regression coefficients and the associated 95% confidence intervals for 
the three outcome variables in the final models (Step 3). Recovery-user identity difference at 
follow-up was significantly associated with higher commitment to sobriety,  = 0.53, p < .001, 
higher personal wellbeing, = 0.51, p < .001, and lower psychological distress,  = -0.54, p < 
001. After adding the recovery-user identity difference, only recovery identity at admission was 
significantly associated with one outcome measure; commitment to sobriety,  = .15, p = .013.  
Results based on complete cases analyses and traditional multiple regressions with transformed 
variables were similar to the above results, and the same conclusions about the impact of the 
recovery-user identity difference on the three outcomes were reached. Therefore, missing data 
and skewness in the variables were unlikely to have substantial impact on the analyses' results. 
<INSERT TABLE 5 ABOUT HERE> 
8. Discussion 
This study builds on previous research on the role of user and recovery social identities in 
addiction recovery by examining a large sample of people recruited from five therapeutic 
communities and analysing social identities in relation to participants’ primary drug of concern. 






treatment in the therapeutic community, with no significant difference between these identities. 
Confirming our first hypothesis, the relative strength of the two social identities diverged at six 
months such that user identity was weaker while recovery identity remained strong. Social 
identity differentiation measured six months after entry to the therapeutic community predicted 
participants’ commitment to sobriety, personal wellbeing, and was inversely related to 
psychological distress; accounting for between a fifth and a quarter of the variance in each 
outcome measure. This was after accounting for addiction severity, primary drug category, and 
T1 identity ratings in the model. This means that those who saw themselves more strongly as 
belonging to recovery groups and communities than as belonging to substance using groups were 
psychologically healthier and remained more highly committed to their recovery goal (sobriety).  
This finding is consistent with results from earlier research in AA/NA group members 
and quitting smokers (Buckingham et al., 2013) and a previous study of adults in TC treatment 
(Dingle et al., 2015). In Buckingham’s study, the greater the perceived difference between 
evaluations of “addict” and “recovering addict” identities, the less likely an individual was to 
retrospectively report relapse in the last month, 1 year, and 2 years; and Pearson’s correlations 
were in the order of -.3 across the various substance related outcomes among AA/NA members. 
The 20% variance in personal wellbeing and 23% variance in psychological distress accounted 
for by identity differentiation in the current study is lower than the 49% variance in life 
satisfaction found in the Dingle et al (2015) study, although these are somewhat different 
constructs. The life satisfaction measure by Diener and colleagues (1985) used in Dingle et al 
(2015) comprised items like ‘So far I have gotten the important things I want in life’, which are 
very broad and not time constrained, whereas, the wellbeing measures used in the current study 
were confined to the past four weeks, and the K10 focused on specific symptoms of anxiety and 
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depression rather than broad areas of life. Further, the timing of measurement in Dingle et al. 
(2015) was around seven months after participants left the TC – which allowed more time for 
participants of that study to reintegrate into their communities and potentially to find satisfaction 
in broader aspects of their lives.  
Commitment to sobriety has not been examined before in the context of social identity 
differentiation and it is interpreted here as a positive indicator of longer-term substance use 
outcomes (Kelly & Greene, 2014). Whether the extent of social identity differentiation among 
participants in the current sample predicts their actual substance use outcomes following 
treatment will be examined in a future paper using data from three waves. The finding that the 
extent of participants’ social identity differentiation was related to their commitment to sobriety 
is consistent with the norm enactment hypothesis from the social identity approach (see Haslam, 
et al., 2018). This makes sense, as these individuals should be more motivated to embrace norms 
that support recovery (e.g., to abstain from use of addictive substances) and therefore, they 
should also be more like to behave in manner that accords with those norms (e.g., seeking 
support when at risk of relapse). Similar relationships between group identification and 
commitment to the group and its values have been found in organisational groups (Ellemers, 
Spears, & Doosje, 1997) and exercise groups (Stevens, Rees, & Polman, 2018). 
Contrary to our second hypothesis that that there would be a relationship between 
primary substance of concern and identity differentiation during TC treatment, the results 
indicated similar endorsement of both user and recovery identities among the alcohol, 
amphetamine type stimulants, and other primary drugs categories. This lack of substance group 
differences was true at both entry to the TC and six months later. Across the whole sample, 
recovery identity remained high from T1 to T2, while user identity decreased in strength from T1 
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to T2, reflecting a differentiation between social identities during treatment. This finding means 
that the way a person uses a substance and the social and legal context of the substance use does 
not appear to influence how readily they can relinquish their user identity and adopt a recovery 
identity. This is useful to know, given the growing proportion of methamphetamine users 
seeking TC treatment (Best, Haslam, et al., 2016) and current lack of effective 
pharmacotherapeutic options for this population (see Lee, Jenner, Harney & Cameron, 2018, for 
a review). Possible explanations for this lack of differentiation between primary substance 
categories are first, that the TC programs themselves do not differentiate between primary 
substance categories; instead, a common program was offered to all residents regardless of their 
substance use history. Secondly, primary substance of concern was typically not the only 
substance of concern, with most participants reporting use of more than one substance. 
It is important to note that substance related identities – while salient to people entering 
treatment – are not the only social identities that influence their health and wellbeing. Other 
social identities like occupational, educational, and family role identities have been shown to 
play a role in recovery from addiction (see Dingle, Cruwys, & Frings, 2015 for examples – more 
on this below). It may be that people who have more alternative social identities available find it 
easier to relinquish their user identity in favour of a recovery identity. For instance, in their study 
of mothers recovering from addiction, Gunn and Samuels (2019) stated that the development of a 
recovery identity is dynamically shaped by other identities (e.g., mother, woman) and embedded 
in relationship networks. However further research is required to determine whether there is any 
relationship between the problematic use of different substances and potential influence on 
substance related or broader social identities. Future research along these lines might involve 
social identity mapping (Cruwys, et al., 2016), a procedure which allows participants to visually 
20 
 
represent their social group memberships and networks along with ratings of various group-
based resources such as social support, and group-based risks such as heavy substance use (see 
Beckwith, et al., 2019; Haslam et al., 2017). 
The findings of this study validate the core premise of the Social Identity Model of 
Recovery (SIMOR; Best, Beckwith, et al., 2016) that depicts addiction recovery as a process of 
social identity negotiation involving a change in the strength of particular social identities in 
predicting recovery outcomes. Indeed, TC treatment offers a showcase for understanding group 
factors in addiction treatment because they are long stay residential services that involve a range 
of small and large group therapy sessions within a community. In contrast to hospital and 
outpatient alcohol and drug treatment services, which may be delivered predominantly in 
individual sessions, therapeutic communities rely strongly on social interactions among residents 
and staff as a key agent of change. Known as the “community-as-method” approach to 
rehabilitation, this has been described as “teaching individuals to use the context of community 
life to learn about themselves” (De Leon, 2000, p. 93) and recognises the influence of peer and 
staff relationships, social roles, social structure, group process and daily activities 
(Vanderplasschen, Yates, & Miovsky, 2017). Because TC treatment programs typically last three 
to six months, the therapeutic community provides a good context in which to study the potential 
contributions of social factors to outcomes. Further interrogation of individuals’ wider group 
composition (from more substance-using groups at the start of recovery to more recovery and 
non-using groups in late recovery and a concomitant shift in the salience of ‘user’ and ‘recovery’ 
social identities over the course of treatment) would be useful in future TC based research. 
A caveat here is that this pattern of user – recovery identity differentiation does not 
emerge in all samples and contexts. For instance, in the Australian Pathways to Recovery 
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project, participants reported a reduction in the proportion of their social network comprised of 
substance users along with an increase in the proportion of their social network that was 
comprised of other people in recovery from T1 ‘at the peak of active addiction’ to T2 ‘in 
recovery’ (Bathish et al., 2017). This change in social network composition was associated with 
wellbeing at T2, however, the difference between recovery identity and user identity at T2 was 
not a significant predictor in the model. Indeed, identity differentiation decreased over time, with 
affiliation with substance users remaining high between T1 and T2 and affiliation with people in 
recovery significantly increasing from low affiliation at T1 to high affiliation at T2 (Bathish, et 
al., 2017). The AA context appears to promote an integration of user and recovery identities in 
the form of a “recovering addict”, promoting the idea that recovery and addict aspects of the 
identity play an equal role in people’s lives in terms of sustainable recovery. In promoting an 
active addict identity down the track, the differentiation measure loses its predictive power. But 
arguably when there is reconciliation of these identities the differentiation is no longer 
meaningful. The inconsistent findings also highlight the importance of timing of assessments: 
social identity differentiation may be an effective indicator of outcomes early in 
treatment/recovery and less so later in the recovery process. 
One possible explanation for the inconsistent findings of the current study and the 
Pathways to Recovery project findings (Bathish et al., 2017) is that  stigmatised groups can still 
be supportive and thus associated with participant wellbeing (e.g., Jetten, Haslam, Cruwys, & 
Branscombe, 2018). Another possible explanation is that participants in the natural recovery 
group also appeared to be more likely to belong to multiple groups in recovery than people in 
other recovery pathways were. In the social identity literature, multiple group belonging is 
considered an asset, as it provides people with numerous sources of support and identities they 
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can draw on, especially in times of difficulty or transition (Jetten, Haslam, & Haslam, 2012). 
Multiple groups can also provide numerous types of support – for example, financial, emotional 
and practical – such that the individual is more likely to get effective help when facing a specific 
challenge. The potential role of broader social group memberships (such as family, friends, 
occupational and recreational groups) in addiction recovery has been noted in previous studies 
(e.g., Dingle, Cruwys, & Frings, 2015; Williams, Dingle, Jetten, & Rowan, 2019), and is an 
avenue for further research.  
8.1 Limitations 
 There were some limitations with the current study, such as the fact that forty percent of 
the participants were still in a TC at six months, while sixty percent had left. Context is known to 
influence endorsement of social identities (Lau, 1989) and also likely to influence participants’ 
exposure to substances and substance related cues (which are salient in the general community 
but absent in the TC setting). Second, the five TCs involved in this study varied somewhat in the 
structure, content and duration of their therapeutic programs, and in factors such as whether 
family members could reside in the TC. The extent to which such factors may influence social 
identity differentiation is currently unknown and requires more in-depth research.  
Identity differentiation, while explaining a proportion of variance in addiction treatment 
outcomes, is a construct that can be further refined. In this study, we have assumed that the 
extent of identity differentiation six months after TC admission was primarily determined by the 
participants’ sense of belonging to the TC and the substance-related norms and attitudes learned 
from other members of the recovery ingroup while in TC treatment. However, it is unclear from 
these findings, if other social variables such as recovery group size and complexity, contact with 
multiple sources from the ingroup, and frequency of contact with diverse recovery groups might 
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influence the extent of identity differentiation and in turn, outcomes. It is also unclear whether 
our measure of recovery identification assessed identification with the TC specifically or broader 
social identification with the TC and other recovery supportive groups such as AA, NA, and 
other non-substance-using social groups. In extending research on identity differentiation, this 
work could look to incorporate some social network theory and methods (see Valente & Pitts, 
2017); in particular, the number of connections in the recovery groups, the compatibility between 
recovery groups, and the strength of emotional attachments to each group. Indeed, there is 
evidence showing that both group capital (number of important groups) and group identification 
are predictive of outcomes in a range of health contexts including mortality rates after retirement 
(Steffens et al., 2016); relapse into depression (Cruwys, et al., 2013), and cognitive decline in 
older adults (e.g., Haslam, et al., 2014). We recognise that both social capital and social identity 
constructs may play a role and should be considered in future research. 
Another limitation was that the categorisation of participants for our second hypothesis 
was based on their self-reported primary drug of concern. However, these were not mutually 
exclusive categories, with many participants using more than one substance. It would take a 
much larger sample to allow for sufficient numbers of ‘sole’ substance users in each category, 
however, this approach would more clearly test the hypothesis in relation to identity 
differentiation according to primary substance. 
8.2 Conclusion 
 The current study found that while participants endorsed a substance user identity and a 
recovery identity equally upon admission to a therapeutic community, there was a significant 
differentiation between these identities after six months. Although identity differentiation was 
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not affected by the participants’ primary substance of concern, it accounted for around a quarter 
of the variance in interim outcomes (i.e., commitment to sobriety, wellbeing, and psychological 
distress); a finding consistent with previous studies in other treatment settings (such as a quit 
smoking online community, and members of mutual support groups). The timing and context of 
social identity assessments appears to be important in determining their usefulness as a predictor 
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Table 1.  
Descriptive statistics for the key variables from the 307 participants 
Time 1 N M SD 
Days use of primary drug (past 30 days) 288 18.93 10.61 
Number of previous TC treatment       
admissions 286 0.58 1.03 
User identity 307 5.32 1.48 
Recovery identity 307 5.39 1.13 
Commitment to Sobriety 305 26.08 4.47 
Personal wellbeing 306 34.80 24.84 
K10 - Psychological distress 305 28.67 8.41 
Time 2 
   Commitment to Sobriety 205 25.41 4.94 
Personal wellbeing 205 58.00 25.45 
K10 - Psychological distress 205 22.73 8.43 
User identity 206 3.92 1.90 
Recovery identity 206 5.41 1.39 
Recovery-User identity difference 206 1.49 2.45 
Categorical variable N %   
Gender 
     Male 209 68.30 
   Female 97 31.70 
 Primary drug of concern 
    Alcohol 101 32.90 
   ATS 117 38.11 
   Other 89 28.99  




Table 2.  
User and recovery identity means at entry to the therapeutic community (T1) and six months 
later (T2) by primary drug of concern 












  M SD M SD M SD 
User identity T1 5.32 1.45 5.22 1.57 5.45 1.39 
Recovery identity T1 5.39 1.03 5.45 1.14 5.30 1.21 
User identity T2
a 
4.00 1.96 3.70 1.96 4.17 1.99 
Recovery identity T2
a 
5.33 1.42 5.48 1.45 5.17 1.46 
a
The means and standard deviations at Time 2 were estimated based on the imputed dataset. 
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Table 3.  
Correlation matrix of key analysis variables. 
 (1) (2) (3) (4) (5) (6) (7) (8) (9) 
(1) Gender
a 
1.00         
(2) Age 0.07 1.00        
(3) Primary drug of concern -0.02 0.12 1.00       
(4) Number TC admissions -0.02 0.09 0.05 1.00      
(5) User identity T1 -0.01 -0.04 0.20*** -0.03 1.00     
(6) Recovery identity T1 0.07 0.10 -0.05 0.05 0.02 1.00    
(7) Commitment to sobriety T2 0.04 0.03 0.03 0.09 -0.20*** 0.26*** 1.00   
(8) Personal Wellbeing T2 0.05 0.03 -0.06 0.03 -0.09 0.20** 0.46*** 1.00  
(9) Psychological distress T2 0.09 0.03 0.01 -0.03 0.06 -0.09 -0.40*** -0.70*** 1.00 
(10) Identity differentiation T2 0.03 -0.01 -0.01 0.07 -0.28*** 0.27*** 0.59*** 0.51*** -0.50*** 
a 




















0.02 0.02 0.03 
Step 2
b 
0.11 0.07 0.05 
Step 3
c 
0.36 0.27 0.28 
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Table 5. Results from robust regression analyses to predict commitment to sobriety, personal wellbeing, and K10  
psychological distress, based on ten multiply imputed datasets.  
 








Female 0.00 (-0.23, 0.24) 0.04 (-0.26, 0.35) 0.29* (0.02, 0.57) 
Age -0.00 (-0.10, 0.11) 0.05 (-0.08, 0.17) 0.01 (-0.11, 0.14) 
Primary drug of concern (Ref: 
Alcohol) 
     ATS -0.00 (-0.30, 0.30) 0.06 (-0.26, 0.39) 0.04 (-0.26, 0.35)
  Other 0.07 (-0.22, 0.36) 0.01 (-0.27, 0.29) 0.02 (-0.29, 0.32) 
Use of primary drug of concern  
    (Days of use in the month prior to    
treatment) 0.07 (-0.06, 0.19) -0.02 (-0.16, 0.11) -0.02 (-0.16, 0.13) 
Number of treatment admissions 0.04 (-0.06, 0.15) 0.02 (-0.10, 0.14) -0.01 (-0.13, 0.11) 
Substance user identity -0.05 (-0.18, 0.08) 0.05 (-0.07, 0.18) -0.05 (-0.18, 0.08) 
Recovery identity 0.15** (0.03, 0.26) 0.06 (-0.06, 0.20) 0.03 (-0.10, 0.17) 
Recovery-user identity difference at 
follow-up     0.53*** (0.40, 0.67) 0.51*** (0.36, 0.65) -0.54*** (-0.67, -0.41) 
***p < .001; ** p < .01; * p < .05. 
  
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